INTRODUCTION
Spindle cell lesions affecting oral mucosa are quite diverse in nature and their diagnosis is always a challenge. While some are malignant, others are benign or simply reactive in nature. Spindle cell carcinoma (SpCC) mimicks squamous cell carcinoma (SCC) in which the spindle epithelial cell resembles a sarcoma on histological examination. Various other terminologies coined are pseudo sarcoma, carcinosarcoma, sarcomatoid squamous cell carcinoma or polypoid squamous cell carcinoma. 1 Neoplasm may manifest as polypoid, pedunculated neoplasm, protruding from the mucosal surface with ulceration. Most commonly affected sites in the head and neck are oral cavity, larynx, tonsil and pharynx. Males are more commonly affected than females. It mainly occurs in fifth and sixth decade of life affecting many other sites of oral cavity. The predisposing factors for the SpCC are the same as that of SCC like tobacco, alcohol, poor oral hygiene and history of irradiation. Oral clinician poses a diagnostic dilemma and challenge in ruling out spindle cell neoplasm with SCC. 2 No classification of this lesion has been evident in the literature till date. [ Table 1 ]. A useful classification for cytopathologists is proposed on the predominance of spindle cells in the histopathology of the lesions of the oral cavity and it includes neural, myofibroblastic, muscle, fibroblastic, vascular, epithelial, odontogenic and miscellaneous tumors.
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CASE REPORT
A 50-year-old female patient reported to outpatient department Oral Medicine and Radiology, Institute of Dental Education and Advance Studies, Gwalior, Madhya Pradesh with a chief complaint of painful swelling in the mandibular anterior region since two months. Medical, family history and
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Introduction: Spindle cell neoplasms of oral cavity are rare and aggressive pathological entity having epithelial, mesenchymal and odontogenic components. Being very difficult to diagnose in routine investigations these neoplasms can be diagnosed from immunohistochemistry. Management includes combination of surgery and radiotherapy. Case report: This article aims to report a case of the spindle cell neoplasm of the oral cavity in a 50 year old female with emphasis on histopathology. Conclusion: Appropriate diagnosis is indispensable for formulating correct treatment plan in order to minimize postoperative morbidity and mortality.
lymphnodes were firm on palpation. Extra oral examination revealed diffuse midline swelling present in submental region. Intraoral examination revealed unhealed socket irt 31 32 33 41 42 43 and sickle shape soft tissue swelling extending from lower left canine to right canine with overlying surface same as that of normal skin color in mandibular labial vestibule in same region of size 3.5 cm x 3.5 cm. (Fig 1) Other oral features include generalized gingival recession and root stump irt 18. So Panoramic radiograph was advised. Radiographic investigations revealed generalized bone loss and loss of trabecular pattern in mandibular anterior region. (Fig 2) . Based on above mentioned findings it was diagnosed as spindle cell neoplasm. The differential diagnoses considered were spindle cell carcinoma, spindle cell melanoma and mesenchymal neoplasms like fibro sarcoma. Patient was referred to department of oral and maxillofacial surgery for excisional biopsy. Excisional biopsy of mass was performed under local anaesthesia. To confirm the diagnosis immunohistochemical analysis was done. The tumour cells were positive for the markers AE1/AE3, focally positive for EMA (Fig 3) while negative for S-100, myogenin, desmin and p63. Based on these findings, a final diagnosis of spindle cell carcinoma was made. The patient was lost to follow-up and hence no further treatment was possible.
DISCUSSION
Spindle cells are mesenchymal in origin and are spindle cell tumors are usually described as a spindle cell variant of another common malignancy, such as squamous cell carcinoma, melanoma, or sarcomas. Spindle cell tumors are rare in the maxillofacial region and usually harbor a wide range differential diagnosis including lesions which are both benign and malignant in nature. 4 SpCC of the oral cavity can be diagnosed in younger age group. Our case report is of young adolescent. 5 It has a site predilection for the lower lip, tongue and alveolar ridge or gingiva. In our case, the growth was seen in the vestibule of the anterior mandible. 6 Lesion can often be exophytic, penduculated, polypoid, but sessile, nodular or endophytic configuration has also been reported. It usually shows an extensive surface ulceration with friable, fibrinoid necrosis of variable thickness or shaggy exudates. As discussed earlier and similar to SCC tobacco use, alcohol abuse, history of irradiation and chronic trauma seems to play a role in its etiology. 7 Viswanathan et al., in an extensive clinicopathologic review of 103 cases of sarcomatoid carcinoma of the head and neck demonstrated that tobacco chewing (63.8%) was more frequently observed than smoking (21.3%) in these patients and none of them had past history of radiation exposure. 8 SpCC can demonstrate varied histopathological appearance like epithelial cells or may appear as atypical mesenchymal cells within different areas of the same tumor tissue making it extremely difficult to assess whether it is carcinoma and/ or sarcoma. The tumor generally consists of fascicles of anaplastic spindle cells with considerable number of mitotic figures. 9 Differential diagnosis includes a number of benign and malignant tumors, such as fibromatosis, nodular fasciitis, reactive epithelial proliferations, SCC, fibro sarcoma, malignant fibrous histocytoma, leiomyosarcoma, personal history were not contributory. Patient gave history of extraction of both the mandibular central, lateral incisors and canines at a private clinic one month before and soft tissue was curetted from the socket and multiple grey brown soft tissue pieces measuring 1.5 X 1 X1 cm was submitted for histopathological evaluation. Histopathological examination of the excised specimen revealed a cellular connective tissue stroma with fascicular arrangement of elongated, spindle shaped cells embedded in connective tissue stroma exhibiting mild to moderate nuclear and cellular atypia. No necrosis evident in section examination. There was evidence of regional lymphadenopathy. Submental, Right and left submandibular lymph nodes were palpable. Submental rhabdomyosarcoma, malignant peripheral nerve sheath tumor, mesenchymal chondrosarma and malignant melanoma. 10 Management of SpCC has been controversial. Wide excision including radical dissection along with metastasis is optimal treatment. Radiotherapy can be used as an adjunct in cases where surgery alone is not sufficient. Vital role of radiotherapy has been evident in cases with positive surgical margin positive or extensive nodal disease. Prognosis is poor. Mortality rate within one year of life has been found in 30%, which is similar to the high grade SCC. As per study conducted by Ellis and Corio presence of metastasis signals a poor prognosis. 11 Recurrence rate after surgical excision has been found around 75% and metastasis rate around 35%. 12 Spindle cell neoplasms of the oral cavity form a diverse group and it is very difficult to diagnose these neoplasms from routine haemotoxylin and eosin sections of histopathology. Histopathologic findings showed a connective tissue stroma infiltrated with numerous spindle shaped tumor, many of them round to oval in shape, with eosinophilic and vacuolated cytoplasm. They showed prominent anisocytosis, anisonucleosis with more than one nucleoli, hyperchromatism, and frequent mitotic figures. Alcian blue staining indicated myxomatous areas. These features suggested a malignant neoplasm of spindle cell category. Immuno histochemical investigations provide a definite diagnosis and helps in ruling out individual neoplasms. 13 Positive reaction to markers such as keratin, vimentin, and S-100 protein are very crucial in differentiating SpCC from true spindle cell sarcoma, melanoma and malignant myoepithelioma. The point to note is that SpCC 14 Being rare sarcomas and reactive pseudosarcomatous proliferations arising from the sub mucosa renders the assumption that a polypoid mucosal malignant spindle cell proliferation is a SpCC is reasonable. Simultaneous expression of cytokeratin (CK) and vimentin in IHC analysis using polymer HRP detection system and DAB chromogen show concurrent presence of malignant epithelial and sarcomatoid spindle cell components. Negative immunoreactivity to S-100 protein has been demonstrated in all cases of SpCC. A major tool in classification of epithelial neoplasm is waterinsoluble proteins called as cytokeratins and Vimentin in a variety of mesenchymal cells.
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CONCLUSION
Spindle cell lesions of either carcinomatous or sarcomatous origin are diagnostically challenging group of lesions. Appropriate diagnosis is indispensable for formulating correct treatment plan in order to minimize post-operative morbidity and mortality. Further, it is essential that in the absence of advanced diagnostic aids, a microscopically diagnosed spindle cell lesion should be considered to be of epithelial origin and treated likewise unless proved otherwise.
